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Abstract 
Objectives: To establish a comparative analysis between adjuvant and salvage radiotherapy 
after radical prostatectomy at our institution. 
Methods: Patients with localized prostate cancer that underwent radical prostatectomy 
between 2004 and 2012 followed by adjuvant or salvage radiotherapy at our institution were 
identified. Cumulative biochemical recurrence-free, metastasis-free survival and overall 
survival rates were estimated using the Kaplan-Meier method. 
Results: A total of 119 patients subjected to adjuvant or salvage radiotherapy were identified. 
68.9% (n=82) of patients received adjuvant radiotherapy and 31.1% (n=37) were treated with 
salvage radiotherapy.  5-year estimated biochemical recurrence-free survival rate for both 
treatment groups was 84.0%. 5-year estimated biochemical recurrence-free survival rate was 
83.1% for the adjuvant radiotherapy group and 90.1% for the salvage radiotherapy group. 
There was no statistical difference between the treatment groups in respect to biochemical 
recurrence-free survival (log rank, p=0.534). 5-year metastasis-free survival rate for both 
treatment groups was 96.0%. 5-year overall survival rate for both groups was 82.7%, with a 
prostate cancer-specific mortality of only 1.7% during the five year follow up.  
Conclusions: There were no statistically significant differences between salvage radiotherapy 
and adjuvant radiotherapy in terms of survival without negative outcomes. This might indicate 
an advantage for salvage radiotherapy. 
Key words: prostatectomy; prostatic neoplasms; radiotherapy; radiotherapy, adjuvant; salvage 
therapy 
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List of abbreviated words 
PCa – prostate cancer 
RP – radical prostatectomy 
APF – adverse pathological factors 
BCR – biochemical recurrence 
RT – radiotherapy 
aRT – adjuvant radiotherapy 
sRT – salvage radiotherapy 
BRFS – biochemical recurrence-free survival  
MFS – metastatic-free survival  
OS – overall survival  
KM – Kaplan-Meier 
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Introduction 
Prostate cancer (PCa) is the most common malignancy in men and a major cause of cancer 
deaths (1-2% of deaths among men).1 For clinically localized prostate cancer, radical 
prostatectomy (RP) is considered the gold-standard surgical treatment,2 with excellent control 
rates and being one of the most frequently adopted measures.3-6 Although this therapeutic 
approach is usually associated with excellent long-term outcomes,4 there is a group of patients 
with adverse pathological factors (APF), such as positive surgical margins, seminal vesicle 
invasion, extra prostatic extension and higher Gleason scores, which are at higher risk of 
experiencing biochemical recurrence (BCR), clinical progression, and cancer-specific mortality.5, 
7-9 In order to minimize risk of recurrence, other modalities of treatment approaches including 
radiotherapy (RT) have been proposed for these high risk patients.4 There are two possible 
strategies: immediate postoperative radiotherapy or adjuvant radiotherapy (aRT) and delay 
postoperative radiotherapy or salvage radiotherapy (sRT). aRT is defined as the administration 
of RT early after surgery in patients at higher risk of recurrence due to adverse disease 
characteristics at final pathology, also called as adverse prognostic factors. sRT is defined as RT 
to the prostatic bed and surrounding tissues in patients who experience BCR after RP without 
evidence of distant progression.4,8 Three randomized trials have demonstrated that immediate 
postoperative RT improves biochemical or clinical progression-free survival in these high-risk 
patients.4,5 However, recent studies demonstrated that aRT is being less adopted and this fact 
is probably related to the risk of overtreatment which can be as high as 35%.4 Therefore, it is 
very important to identify the patients who might benefit the most from a multimodal 
approach, in order to reduce risk of overtreatment, minimizing side effects on health-related 
quality of life (considering the short- and long-term toxicity of RT) as well as treatment-related 
costs.4 Studies comparing directly adjuvant versus salvage RT are difficult to find, and there 
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may exist a great number of confounding factors. Most of the studies reported comparing aRT 
and sRT are small series with unclear results.8, 10, 11 Therefore, the main goal of this 
investigation was to establish a comparative analysis between aRT and sRT in the context of a 
postoperative disease within a tertiary center in North Portugal. 
Methods 
Data collection 
This single-center retrospective study has received ethical approval by institutional review 
board of the Faculty of Medicine of University of Porto. After reviewing medical files at 
Hospital São João, patients with localized PCa who underwent radical prostatectomy between 
2004 and 2012 at our institution, followed by aRT or sRT, were identified, comprising a total of 
119 patients. Data collected included staging of the tumor, presence of positive surgical 
margins and Gleason scores, which were recorded from pathology reports. Additionally, all 
serum PSA levels measurements, type of surgery (laparotomy or laparoscopy), date of RP, date 
of RT and occurrence of local recurrence or metastases were retrieved from clinical and 
radiology reports. Patients treated with RT within six months after RP without evidence of 
disease were classified as aRT. All the remaining ones were classified as sRT. In order to 
perform survival analysis, we considered the date of death or the date of the last clinical 
record, collected from the database until October 2016.  
Radiation treatment  
Concerning RT options, patients were treated with adjuvant or salvage protocols, with 
radiation doses of 66 Gy according to Radiotherapy Department protocols. Pelvic irradiation 
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was also performed in several patients, which were considered to be at risk of pelvic lymph 
node invasion.  
Follow-Up 
All patients had a follow-up visit four to six weeks after concluding RT. Afterwards and for the 
first two years after treatment, patients were seen within intervals of three to six months. 
Then, patients were followed at least once a year. These follow up appointments focused on a 
clinical history and physical examination, as well as a serum PSA level. Further evaluation for 
recurrent disease was performed for patients with a rising serum PSA level, which included a 
digital rectal exam, computed tomography of the abdomen and pelvis, and a PET scan.  
Statistical Analysis  
Statistical analyses were performed using STATA version 14. The χ2 tests were used to assess 
associations of categorical variables. Continuous variables were compared using Kruskal-Wallis 
test. The outcomes evaluated were biochemical recurrence-free survival (BRFS), metastatic-
free survival (MFS), and overall survival (OS), all estimated from the date of RT. Biochemical 
recurrence was defined as any value of PSA serum level above 0.2 ng/mL after radiotherapy 
with at least one value of PSA below 0.2 ng/mL within the first 12 months after radiotherapy. If 
there was evidence of regional or distant metastasis on imaging studies, as documented in 
clinical notes and imaging reports, metastatic failure was defined. The Kaplan-Meier (KM) 
method was used to estimate cumulative BRFS, MFS, and OS rates. A p-value less than 0.05 
was considered statistically significant. 
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Results 
A total of 119 patients subjected to aRT or sRT were identified. 68.9% (n=82) of patients 
received aRT and 31.1% (n=37) were treated with sRT. The median time of follow-up was 54.6 
months. We present the patient-related, treatment-related and tumor-related characteristics 
in the two groups on Table 1. There was statistical difference between the two treatment 
groups concerning surgical margin invasion (p<0.05), with no statistical differences between 
the two groups for the remaining variables, namely type of surgery (laparotomy vs 
laparoscopy).  
Biochemical recurrence-free survival 
Globally, 5-year estimated BRFS rate for both treatment groups was 84.0%. Particularly, 5-year 
estimated BRFS rate was 83.1% for the aRT group and 90.1% for the sRT group. There was no 
statistical difference between the treatment groups in respect to biochemical recurrence-free 
survival (log rank, p=0.534) (figure 1). 
Metastasis-free survival 
5-year metastasis-free survival rate for both treatment groups was 96.0% (figure 2). 
Overall survival and prostate cancer-specific survival 
5-year overall survival rate for both groups was 82.7% (figure 3), with a prostate cancer-
specific mortality of only 1.7% during the five year follow up. 
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Discussion 
Our study showed a 5-year overall survival of 82.7%, a biochemical recurrence-free survival of 
84.0% and a metastasis-free survival of 96.0% for all patients, either receiving aRT or sRT. The 
high values for these results are noteworthy. There were no statistically significant survival 
differences between aRT and sRT in terms of BRFS. RP is considered the gold standard 
treatment for clinically localized prostate cancer.2 However, within 10 years after radical 
prostatectomy, up to one-third of patients manifest recurrent disease.8 The patients at higher 
risk of recurrence are those with APF and are considered for radiotherapy.5, 7, 8 The ability of RT 
to kill viable but clinically undetectable microscopic residual tumors within the extra prostatic 
tissue bed and surrounding tissues is the foundation for using a combination of RT and surgery, 
even when there is no positive surgical margin or extra prostatic extension.12 Among men with 
APF, the benefits of aRT, at least regarding a reduction of biochemical recurrence risk, are well 
established.12 However, when it comes to harder endpoints such as clinical progression and 
cancer-specific mortality, the actual benefit is still debated.4 Although sRT is generally well 
accepted, there are no published randomized controlled trials studying cancer–specific 
mortality benefit with this approach.12 Furthermore, the optimal therapeutic approach (aRT or 
sRT) for patients with APF after RP still remains a source of controversy, since most of the 
studies reported comparing these two treatment modalities are small series with unclear 
results. 8,13 A meta-analysis of two matched control studies and 16 retrospective studies 
comparing the efficacy of aRT and sRT demonstrated an overall survival benefit of aRT as its 
most valuable finding. Apart from that, it was also demonstrated that early aRT is associated 
with an improved OS, BRFS and disease-free survival for patients with APF following a 
prostatectomy, when compared to sRT.8 However, our study showed no statistical difference 
between aRT and sRT regarding BRFS. So, this puts in question whether RT should be 
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immediately administered, with its inherent adverse effects, to patients at risk or should 
physicians “wait” for a biochemical recurrence to do so, taking into account that the risk of 
overtreatment with aRT can be as high as 35%.4 The limitations inherent to this study are 
basically related to the fact that the population receiving aRT is different from the one 
receiving sRT. Firstly, the number of patients subjected to aRT in this study (82) is far superior 
to the sRT group (37), making it difficult to make comparisons between the two groups. Apart 
from that, there is a lead time bias, since the patients treated with aRT are all disease-free but 
may develop a biochemical recurrence in the future, whereas patients treated with sRT have 
already suffered a biochemical recurrence, which potentially influences the survival analysis. 
Also, there is a selection bias given that physicians may recommend aRT or sRT taking into 
account different clinical and pathological variables, further introducing the potential for 
confounding. In order to minimize these limitations, we compared the patient-related, 
treatment-related and tumor-related characteristics between the two treatment groups and 
they were statistically different just for one variable, the surgical margin invasion. Despite 
group heterogeneity, results in our study still indicate an advantage in favor of sRT. In fact, 
these results are not statistically different between sRT and aRT in terms of survival from 
negative outcomes. This leaves the possibility of sparing RT in the high percentage of patients 
who in fact would never have needed it but would still have undergone it, due to the presence 
of post-operative risk factors.  Another limitation to this study is the fact that the database 
used for this study is confined to one hospital, and for that reason it does not contain every 
medical record for all patients, since some of them are followed in more than one institution. 
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Conclusion 
Concerning survival from negative outcomes there are no statistically significant differences 
between results of salvage and adjuvant radiotherapy after radical prostatectomy. These 
results, added to possible reduction of patient overtreatment, indicate an advantage for the 
use of salvage radiotherapy in this setting. 
Conflicts of interest 
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Figure legends 
Figure 1. Kaplan-Meier curve of patients stratified by adjuvant radiation therapy and salvage 
radiation therapy for biochemical recurrence-free survival.  
Figure 2. Kaplan-Meier curve of all patients for metastasis-free survival. 
Figure 3. Kaplan-Meier curve of all patients for overall survival. 
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Tables 
Table 1. Patient characteristics. 
Variable 
Adjuvant RT 
(aRT) 
N=82 
Salvage RT 
(sRT) 
N=37 
p*
 
Total 
N = 119 
     
Age (years)
†
 64.2 (57.5-67.6) 65.9 (60.4-70.5) 0.054 64.5 (59.7-
68.4) 
PSA pre-surgery (ng/mL)
†
 9.6 (6.6-16.2) 8.6 (5.1-12.2) 0.175 8.7 (5.7-
12.4) 
Surgery
‡
     
Open Radical Prostatectomy 65 (75.7) 28 (79.3) 0.661 93 (78.2) 
Laparoscopic Radical 
Prostatectomy 
17 (24.3) 9 (20.7)  26 (21.2) 
T-Stage‡     
T2a 4 (4.9) 5 (13.5)  9 (7.6) 
T2c 23 (28.1) 14 (37.8)  37 (31.1) 
T3a 39 (47.6) 14 (37.8) 0.173 53 (44.5) 
T3b 16 (19.5) 4 (10.8)  20 (16.8) 
N-Stage
‡
     
N0 49 (59.8) 15 (40.5)  64 (53.8) 
N1 5 (6.1) 1 (2.7) 0.064 6 (5.0) 
Nx 28 (34.1) 21 (56.8)  49 (41.2) 
Surgical Margin Invasion
‡
     
Negative (R0) 6 (8) 16 (47.1)  22 (20.2) 
Microscopically (R1) 66 (88) 17 (50) <0.001 83 (76.1) 
Macroscopically (R2) 3 (4) 1 (2.9)  4 (3.7) 
Gleason Score
‡
     
Gleason 6 16 (19.5) 6 (16.2)  22 (18.8) 
Gleason 7 49 (59.8) 22 (59.5)  71 (60.7) 
Gleason 8 12 (14.6) 5 (13.5) 0.916 17 (14.5) 
Gleason 9 4 (4.9) 3 (8.1)  7 (6.0) 
† 
median (Percentile 25-Percentile75) 
‡ 
n (%) 
*
 Comparison between aRT and sRT, using chi-square and Kruskal-Wallis tests, respectively for categorical and 
continuous variables 
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before submission. Final acceptance or rejection of the Guidelines will rest with the Editorial Board] 
Word limit: The final paper should be within 13 typeset pages including tables, figures and references (i.e. 1 average page incl. figures and
tables: 800 words). 
Abstract: 250 words, unstructured (no use of subheaders). 
References: Up to 100 in total. All references must be collated at the end of the text. 
Description: Statements designed to help clinicians make decisions about appropriate diagnosis and treatment for specific circumstances.
(10) MEETING REPORT/ABSTRACT [BY INVITATION OF EDITORS] 
Word limit: To be determined in consultation with Editors. 
Preface: 250 words, unstructured (no use of subheaders). 
References: No limit. 
Description: These are authoritative proceedings of specific topics in urology that are usually solicited by the Editors. Proposals for these
articles may be submitted; however, in this case authors should only send an outline of the proposed paper for initial consideration. Both
solicited and unsolicited articles will undergo peer review prior to acceptance.
4. DISCLOSURE
Conflicts of interest: Authors should declare relationships that may pose any conflicts of interest as a Conflict of Interest statement in the
CONFLICTS OF INTEREST section within the manuscript. 
Financial support: Authors are required to identify explicitly all sources of funding. If the research reported in the manuscript has received
partial or complete funding from commercial sponsors, the authors must also include a statement to that effect. The existence of financial
support is not an impediment to publication; however, the disclosure of funding is mandatory and should be indicated in the
ACKNOWLEDGEMENT section within the manuscript.
5. ETHICAL CONSIDERATIONS
ETHICAL CONSIDERATIONS 
Authors must state that the protocol for the research project has been approved by a suitably constituted Ethics Committee of the institution
within which the work was undertaken and that it conforms to the provisions of the Declaration of Helsinki (as revised in Fortaleza, Brazil,
October 2013), available at: http://www.wma.net/en/30publications/10policies/b3/ (http://www.wma.net/en/30publications/10policies/b3/). In
general, submission of a case report should be accompanied by the written consent of the subject (or parent/guardian) before publication; this
is particularly important where photographs are to be used or in cases where the unique nature of the incident reported makes it possible for
the patient to be identified. While the Editors recognize that it might not always be possible or appropriate to seek such consent, the onus will
be on the authors to demonstrate that this exception applies in their case. Any experiments involving animals must be demonstrated to be
ethically acceptable and where relevant conform to national guidelines for animal usage in research. IJU retains the right to reject any
ethically acceptable and where relevant conform to national guidelines for animal usage in research. IJU retains the right to reject any
manuscript on the basis of unethical conduct of either human or animal studies. 
REGISTRY OF RESEARCH STUDIES INVOLVING HUMAN SUBJECTS 
As shown in the Declaration of Helsinki (Fortaleza, Brazil, October 2013), every research study involving human subjects must be registered
in a publicly accessible database before recruitment of the first subject. Thus any research project that assigns human subjects to intervention
or comparison groups to study the cause­and­effect relationship between a medical intervention and a health outcome must be registered. The
above policy applies to every research study which began with enrollment of patients after November 1st 2013 (If authors are considering
submitting a non­registered prospectively designed research study, please explain the reason why it has not been registered. Registration of
retrospective studies is not required, but must have official approval from an appropriate ethical committee at submission of the study).
6. CLINICAL TRIALS REGISTRY
We strongly recommend, as a condition of consideration for publication, registration in a public trials registry. Trials register at or before the
onset of patient enrollment. This policy applies to any clinical trial starting enrollment after January 1, 2006. For trials that began enrollment
before this date, we request registration by April 1, 2006, before considering the trial for publication. We define a clinical trial as any research
project that prospectively assigns human subjects to intervention or comparison groups to study the cause­and­effect relationship between a
medical intervention and a health outcome. Studies designed for other purposes, such as studies on pharmacokinetics or major toxicity (e.g.,
phase 1 trials), are exempt. 
We do not advocate any particular registry, but registration with a registry should meet the following minimum criteria: (1) accessible to the
public at no charge; (2) searchable by standard, electronic (Internet­based) methods; (3) open to all prospective registrants free­of­charge or at
minimal cost; (4) validate registered information; (5) identify trials with a unique number; and (6) include information on the investigator(s),
research question or hypothesis, methodology, intervention and comparisons, eligibility criteria, primary and secondary outcomes measured,
date of registration, anticipated or actual start date, anticipated or actual date of last follow­up, target number of subjects, status (anticipated,
ongoing or closed) and funding source(s). 
Registries that currently meet these criteria include: 
(1) registry sponsored by the United States National Library of Medicine (https://clinicaltrials.gov/ (https://clinicaltrials.gov/)); 
(2) International Standard Randomized Controlled Trial Number Registry (http://www.controlled­trials.com (http://www.controlled­
trials.com)); 
(3) Australian Clinical Trials Registry (https://www.australianclinicaltrials.gov.au/clinical­trial­registries
(https://www.australianclinicaltrials.gov.au/clinical­trial­registries)); 
(4) Chinese Clinical Trials Register (http://www.chictr.org.cn/enIndex.aspx (http://www.chictr.org.cn/enIndex.aspx)); 
(5) Clinical Trials Registry India (http://www.ctri.in (http://www.ctri.in)); and 
(6) University hospital Medical Information Network (UMIN) (http://www.umin.ac.jp/ctr/ (http://www.umin.ac.jp/ctr/))
7. RANDOMIZED CONTROLLED TRIALS
Reporting of randomized controlled trials should follow the guidelines of The CONSORT Statement: http://www.consort­statement.org
(http://www.consort­statement.org)
8. COPYRIGHT 
Papers accepted for publication in IJU become copyright of The Japanese Urological Association. Papers need to be submitted with a signed
Author Submission Requirement Form that includes transfer of copyright. In signing the Author Submission Requirement Form, it is assumed
that authors have obtained permission to use any copyrighted or previously published materials. All authors must read and agree to the
conditions outlined in the Author Submission Requirement Form, and must sign the Form or agree that the corresponding author can sign on
their behalf. Acceptance of a manuscript is contingent upon receipt of a signed Author Submission Requirement Form, available at the journal
submission site under instructions and forms, please click (https://mc.manuscriptcentral.com/iju?
NEXT_PAGE=FORMS_AND_INSTRUCTIONS&CURRENT_ROLE_ID=1&CURRENT_USER_ID=0&DOCUMENT_HASHCODE=&SANITY_CHECK_DOCUMENT_ID=&CONFIG_ID=3451&PAGE_NAME=LOGIN)
here.
NIH Public Access Mandate: For those interested in our policy on the NIH Public Access Mandate, please consults our policy statement:
http://www.wiley.com/WileyCDA/Section/id­321171.html (http://www.wiley.com/WileyCDA/Section/id­321171.html)
9. STYLE OF MANUSCRIPTS 
Manuscripts must follow the style detailed in the International Committee of Medical Journal Editors’ revised ‘Uniform Requirements for
Manuscripts Submitted to Biomedical Journals: Writing and Editing for Biomedical Publication’, as presented at: http://www.ICMJE.org/
(http://www.ICMJE.org/)
Spelling: The Journal uses US spelling and authors should therefore follow the latest edi­tion of the Merriam–Webster’s Collegiate Dictionary. 
Units: All measurements must be given in SI or SI­derived units. For more information about SI units, please go to the Bureau International
des Poids et Mesures (BIPM) website at: http://www.bipm.fr (http://www.bipm.fr) 
Abbreviations & acronyms: Must be used sparingly – only where they ease the reader’s task by reducing repetition of long, technical terms.
Abbreviations and acronyms are not allowed in the article title and abstract. For the main text, author can use abbreviations and acronyms, and
must provide a list of abbreviated words in the manuscript. This is not applicable for Editorials, Editorial Comment, Letters to the Editor
articles. 
Trade names: Drugs should be referred to by their generic names. If proprietary drugs have been used in the study, refer to these by their
generic name, mentioning the proprietary name, and the name and location of the manufacturer, in parentheses.
10. STRUCTURE OF MANUSCRIPTS 
The length of manuscripts must adhere to the specifications under the section Manuscript Categories. 
Manuscripts should be presented in the following order: (i) title page, (ii) abstract and key words, (iii) text, (iv) acknowledgments, (v) conflicts
of interest, (vi) references, (vii) supporting information, (viii) figure legends, (ix) tables (each table complete with title and footnotes) and (x)
figures. Footnotes to the text are not allowed and any such material should be incorporated into the text as parenthetical matter.
TITLE PAGE 
The title page should contain (i) title of the paper, (ii) full names of the authors and (iii) addresses of the institutions at which the work was
carried out together with (iv) the full postal and email address, plus facsimile and telephone numbers, of the author to whom correspondence
about the manuscript should be sent, and (v) a word count. 
The present address of any author, if different from that where the work was carried out, should be supplied in a footnote. In keeping with the
latest guidelines of the International Committee of Medical Journal Editors, each author’s contribution to the paper is to be quantified. The title
should be short, informative and contain the major key words so that readers and in particular online users will discover the article easily
during online search. Do not use abbreviations in the title. A short running title (less than 40 characters) should also be provided. The running
title is the short title found at the top right­hand corner of the article to help article search.
ABSTRACT AND KEYWORDS 
ABSTRACT AND KEYWORDS 
The length of abstracts must adhere to the specifications under the section Manuscript Categories. Please note that the requirements differ
between manuscript types. The abstract should not contain abbreviations or references. Five key words, for the purposes of indexing, should
be supplied below the abstract, in alphabetical order, and should be taken from those recommended by the US National Library of Medicine’s
Medical Subject Headings (MeSH) browser list at: http://www.nlm.nih.gov/mesh/meshhome.html
(http://www.nlm.nih.gov/mesh/meshhome.html)
TEXT 
Please note that the requirements differ between manuscript types. Please refer to Manuscript Categories for individual requirements.
ACKNOWLEDGMENTS 
Sources of financial grants and other funding must be acknowledged, including a frank declaration of the authors’ industrial links and
affiliations. The contribution of colleagues or institutions should also be acknowledged. Thanks to anonymous reviewers are not appropriate.
CONFLICTS OF INTEREST 
Authors are required to disclose any conflicts of interest. The statement should be the same as on the Author Submission Requirement Form.
The absence of any interest to disclose must also be stated.
REFERENCES 
The Vancouver system of referencing should be used (examples are given below). In the text, references should be cited using super­script
Arabic numerals in the order in which they appear. If cited in tables or figure legends, number according to the first identification of the table
or figure in the text. In the reference list, cite the names of all authors when there are six or fewer; when seven or more, list the first three
followed by et al. Do not use ibid. or op cit. Reference to un­published data and personal communications should not appear in the list but
should be cited in the text only (e.g. Smith A, 2000, un­published data). All citations mentioned in the text, tables or figures must be listed in
the reference list. Names of journals should be abbreviated in the style used in Index Medicus. Authors are responsible for the accuracy of the
references.
Standard journal article: 
1. Furuya R, Takahashi S, Furuya S, Takeyama K, Masumori N, Tsukamoto T. Chlamydial seminal vesiculitis without symptomatic urethritis
and epididymitis. Int. J. Urol. 2006; 13: 466–7.
Standard journal article using DOI; articles pub­lished online in advance without volume, is­sue, or page number. The DOI will
remain valid and allow an article to be tracked even after its allocation to an issue. (More information about DOIs:
http://www.doi.org/faq.html (http://www.doi.org/faq.html)): 
1. Furuya R, Takahashi R, Furuya S et al. Is urethritis accompanied by seminal vesiculi­tis? Int. J. Urol. 2009; doi: 10.1111/j.1442­
2042.2009.02314.x
Books: 2. Ernstoff M. Urologic Cancer. Black­well Science, Boston, 1997
Chapter in an edited book: 3. Gilchrist RK. Further commentary: Continent stroma. In: King LR, Stone AR, Webster GD (eds). Bladder
Reconstruction and Continent Urinary Diversion. Year Book Medical, Chicago, 1987; 204­205
TABLES 
Tables should be self­contained and com­plement, but not duplicate, information con­tained in the text. Number tables consecu­tively in the
text in Arabic numerals. Type ta­bles on a separate page with the legend above. Legends should be concise but com­prehensive the table,
legend and footnotes must be understandable without reference to the text. Vertical lines should not be used to separate columns. Column
headings should be brief, with units of measurement in parentheses; all abbreviations must be de­fined in footnotes. Footnote symbols: †, ‡, §,
¶, should be used (in that order) and *, **, *** should be reserved for P­values. Statisti­cal measures such as SD or SEM should be identified
in the headings. If tables have been reproduced from another source, a letter from the copyright holder (usually the Publisher), stating
authorization to reproduce the material, must be attached to the Author Submission Requirement Form.
FIGURES 
All illustrations (line drawings and photographs) are classified as figures. Figures should be cited in consecutive order in the text.
Magnifications should be indicated using a scale bar on the illustration. If figures have been reproduced from another source, a letter from the
copyright holder (usually the Publisher), stating authorization to reproduce the material, must be attached to the Author Submission
Requirement Form. Size: Figures sizes to fit within the column (82 mm), intermediate (118 mm) or the full text width (173 mm). 
Resolution: Figures must be supplied as high resolution saved as .eps or .tif. Halftone fig­ures 300 dpi (dots per inch), color figures 300 dpi
saved as CMYK, figures containing text 400 dpi, line figures 1000 dpi. 
Color figures: Files should be set up as CMYK (cyan, magenta, yellow, black) and not as RGB (red, green, blue) so that colors as they appear
on screen will be a closer representation of how they will look in the Journal. 
Line figures: Must be sharp, black and white graphs or diagrams, drawn professionally or with a computer graphics package. 
Text sizing in figures: Lettering must be included and should be sized to be no larger than the journal text or 8 point (should be readable after
reduction – avoid large type or thick lines). 
Line width: Between 0.5 and 1 point. 
Figure legends: Type figure legends on a separate page. Legends should be concise but comprehensive – the figure and its legend must be
understandable without reference to the text. Include definitions of any symbols used and define/explain all abbreviations and units of
measurement. More help on preparation of illustrations can be found at: https://authorservices.wiley.com/bauthor/illustration.asp
(https://authorservices.wiley.com/bauthor/illustration.asp)
EQUATIONS 
Equations should be numbered sequentially with Arabic numerals; these should be ranged right in parentheses. All variables should appear in
italics. Use the simplest possible form for all mathematical symbols.
11. SUPPORTING INFORMATION
Supporting Information is provided by the authors to support the content of an article but they are not integral to that article. They are hosted
via a link on Wiley Online Library, but do not appear in the print version of the article. Supporting Information must be submitted together
with the article for re­view; they should not be added at a later stage. They can be in the form of tables, fig­ures, appendices and even video
footage. Reference to Supporting Information in the main body of the article is allowed. Howev­er, it should be noted that excessive refer­ence
to a piece of Supporting Information may indicate that it would be better suited as a proper reference or fully included fig­ure/table. The
materials will be published as they are supplied and will not be checked or typeset in any way. All Supporting Infor­mation files should come
with a legend, listed at the end of the main article. Each figure and table file should not be larger than 5MB, although video files may be larger.
Prior to submission, please check the guidelines at: http://authorservices.wiley.com/bauthor/suppmat.asp
(http://authorservices.wiley.com/bauthor/suppmat.asp)
12. SUBMISSION OF MANUSCRIPTS 
12. SUBMISSION OF MANUSCRIPTS 
Manuscripts must be submitted online at: http://mc.manuscriptcentral.com/iju (http://mc.manuscriptcentral.com/iju) Authors must supply an
email address as all correspondence will be by email.
GENERAL 
All articles submitted to the Journal must comply with these instructions. Failure to do so will result in return of the manuscript and possible
delay in publication. 
• Submissions must be double­spaced. 
• All margins should be at least 30 mm. 
• All pages should be numbered consecutively in the top right­hand corner, beginning with 
the title page. 
• Do not use ‘Enter’ at the end of lines within a paragraph. 
• Turn the hyphenation option off; include only those hyphens that are essential to the meaning. 
• Specify any special characters used to represent non­keyboard characters. 
• Take care not to use l (ell) for 1 (one), O (capital o) for 0 (zero) or ß (German esszett) 
for β (Greek beta). 
• Use a tab, not spaces, to separate data points in tables. If you use a table editor function, ensure that each data point is contained within a
unique cell (i.e. do not use carriage returns within cells). 
• Each figure should be supplied as a separate file, with the figure number incorporated in the file name. For submission, low­resolution
figures saved as .jpg or .bmp files should be uploaded for ease of transmission during the review process.
COVERING LETTER 
Submitting a cover letter is not mandatory, but it is helpful if the author provides any information which may facilitate the editorial process.
The Editors encourage the authors to explain in the cover letter why their paper should be published in IJU.
EDITORIAL POLICY 
Author Submission Requirement Form 
Completion and inclusion of the Author Submission Requirement Form is obligatory with the submission of all categories of article. If the
form is not included or complete, the manuscript will not be considered for peer review. The corresponding author must submit the Author
Submission Requirement Form on behalf of all co­authors. A Conflict of Interest statement needs to be included. Download form here: Author
Submission Requirement Form (http://onlinelibrary.wiley.com/journal/10.1111/(ISSN)1442­
2042/homepage/IJU_Author_Submission_Requirement_Form_July_2016.pdf).
13. PROOFS
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